Approximately 5% to 10% of schoolchildren are in need of special education services for specific difficulties in reading and writing. This is in spite of their normal intelligence, apparent health, profitable sociocultural environment, and conventional instruction. Neuroanatomical studies' and neuroradiological studies on people with dyslexia2" have revealed cortical cytoarchitectural changes and exceptional symmetry or reversed asymmetry in the language associated planum temporale or angular gyrus regions in the brains of those with dyslexia. Functional studies using positron emission tomography3 and brain electrical mapping techniques6 have, in addition, shown changes in the frontal motor areas and in the inferior, visually related regions of both occipital lobes. The active brain areas are also mutually different in different dyslexic subtypes.' 7 Many researchers have considered the basic difficulty in dyslexia to be in the processing of phonemic information or in retrieving information from the verbal memory.
" ' The latest findings have also shown sluggish visual information transfer at least in some dyslexics.' References to this are seen in some previous visual evoked potential (VEP) studies. '5 16 Underdevelopment of the magnocellular pathway, which carries transient visual information in the low and middle spatial frequency ranges, has been revealed also neuroanatomically. '4 Clinically, dyslexic children have been subgrouped according to psychoeducational or neuropsychological measures, achievement test results, or the types of reading and spelling errors. Two of the latest studies come from Scandinavia. In the Norwegian study'7 dyslexic children were divided into four subgroups on the basis of educational psychological tests and examined also ophthalmically. In Finland, Korhonen evaluated learning disabled schoolchildren and matched controls on a neuropsychological basis.'8 These children could be divided into six subgroups, resembling those found earlier among English speaking children.
The ophthalmic and orthoptic studies on dyslexic children are contradictory. In many studies dealing with dyslexics and controls without subgrouping them, no essential differences in visual acuity, refraction, or strabismus have been found. ' Visual acuity with best correction was tested both before and after cycloplegia, using a Snellen E-chart at 6 metres. Before cycloplegia, near visual acuity was also tested using a standardised reading card (Instru-card) at 33 cm distance. Eye movements were checked and the convergence ability was measured. Possible strabismus was The statistical analysis is based on cross tabulations and x2 tests. We also performed logistic regression modelling, but the results were analogous to cross tabulations.
Results
In the control group, all children had visual acuity >07 in both eyes. In the dyslexic group, two children (3-6%) had bilateral visual acuity s<0O7 (one 0-6, the other 0 7) and two children (3-6%) had unilateral amblyopia -0 7. This difference was not statistically significant. Figure  1 presents the spherical refraction in the dyslexic and control groups. In the dyslexic group, two subjects (3-6%) had astigmatism > 1 D and two (3-6%) had anisometropia , 1 D. None in the control group had astigmatism of that magnitude, three (6%) had anisometropia 1 D. Three children in both groups had an accommodation near point <7 D, and six subjects in both groups had some abnormality in colour vision by Panel D-15 test. Only one dyslexic child, with septum pellucidum anomaly and bilateral visual acuity of 0-6, had clearly abnormal contrast sensitivity. Four children in the dyslexic group had bilaterally abnormal optic discs: one was the above Figure I The distribution ofcycloplegic refraction in dyslexic and control groups (right eye, spherical equivalent). The IQ difference between LD subjects and control subjects in this study (the mean for the LD children being 97 7 and for the control children 110-2) reflects the common fact that most of the LD subjects had specific or, as in the general deficiency subgroup, general neuropsychological and cognitive disorders. This also affected the IQ results, and similarly caused some IQ differences between the subgroups. The general deficiency and the naming subgroups were the most impaired showing also the greatest amount of neurological soft signs (50% and 40% with two or more, respectively).'8 These subgroups also had the most unfavourable prognosis in reading and spelling, the naming subgroup being more specified in its function deficits. 45 The finding that control subjects in the visuomotor subgroup also had visuomotor spatial problems is interesting. It has been hypothesised that mild visuomotor spatial difficulties may not directly cause reading problems." The LD subjects, but not the control subjects, in the visuomotor subgroup also showed attentional and some mild language difficulties, which may primarily have caused the reading problems. Comparison of the eye findings in the dyslexic and normal visuomotor subgroups revealed only slightly more positive findings in the dyslexics. During follow up the visuomotor dyslexic subgroup made good progress in reading. 45 The most conspicuous common denominator for the dyslexic children was revealed to be the convergence insufficiency type of exodeviation, seen in 25% of these children. It means that their accommodative power is relatively small and the accommodative convergence/accommodation ratio (AC/A) low. However, no regular decrease in accommodation amplitude could be detected in these children. This refers to other aspects in accommodation being probably more important but more difficult to measure as also suggested by Lennerstrand.39 The four exophoric children in our dyslexic visuomotor subgroup were all also hyperopic or emmetropic while the two esophoric children were myopic. In the control visuomotor subgroup no children had exophoria; one with deviation had esophoria (far) combined with hyperopic refraction and the other had esotropia, myopic anisometropia, and no fusion. References to poor vergence control or slight overpresentation of near exophoria in dyslexic children are not uncommon in previous reports,'9 24 -26 30 32 either, although in a recent carefully performed study52 no statistical differences were found. One could, however, speculate that the combination of hyperopic refraction and low AC/A ratio at the critical age constitutes an unfavourable basis for learning to read. Associated with some developmental delays or mild neurological problems its importance may increase.
The present study shows that ophthalmic factors ought not be overlooked as a contributing factor to dyslexia in at least some individuals. Maybe they sometimes constitute part of the dyslexic syndrome and become more significant when crowding together. A dyslexic child would benefit from individual, also ophthalmic, evaluation. Correcting ophthalmic, abnormalities, when possible, creates more favourable opportunities for special education. This is, by far, the best means of rehabilitation.
schoolchildren. The Jules Francois Prize of the Belgian ophthalmological societies of $ US 10000 will be awarded for the sixth time in 1997 to a young scientist who has made an important contribution to ophthalmology. The aim of the prize is to encourage scientific research in ophthalmology. There is no special theme. Fundamental as well as clinical research will be considered. The age limit is 40 years by 31 December 1995. The application: a curriculum vitae, and three copies of published papers must be forwarded to the secretary of the Jules Francois Foundation. The closing date for applications is 31 December 1995. Further details: Dr J D'Haenens, Secretary of the Jules Francois Foundation, E Beernaertstraat 34, B-8400 Oostende, Belgium.
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Correction
We regret that there was an omission in the paper by Latvala and colleagues that appeared in the May issue (1994; 78: 339-43). The separate addresses of the authors were not included on the title page of the paper. They
